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Final Report and Recommendations

Child and Adolescent Special Populations Wor kgroup
August 2004

Overview

In June 2003, the Commissoner of the Department of Mental Hedth, Mentd
Retardation, and Substance Abuse Services (DMHMRSAYS) created the Child and
Adolescent Specid Populations Workgroup of the Department’ s Restructuring Policy
Advisory Committee. This group was asked to develop sets of short term and long term
recommendations on how menta health, mental retardation, and substance abuse services for
youth and their familiesin Virginiamight be strengthened. In August 2003, the workgroup
forwarded a set of short term recommendations to the Commissioner for consderation. This
final report outlines a set of long term recommendations that the workgroup feds will
restructure and strengthen the current system for children and adolescents. Reports for

specific populations are dso included in this document.

Background

In the 1980s under the direction of SAMHSA, the Center for Mental Health Services
(CMHS), based on research concerning unmet needs of children with serious emotiond
disturbance (Knitzer, 1982), launched the Child and Adolescent Service System Program
(CASSP). The CASSP modd for service delivery promoted the concepts of the System of
Care: child-centered and family-focused services that were community-based, culturdly-
competent, and integrated across agencies. Severa programs of Sysemsof Care across the

country have been funded by grants from CMHS.
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In the late 1980s and early 1990s, Virginia began to take action to modd certain
components of the system of care as the basis for the Comprehensive Services Act.
Interagency collaboration at the Sate level prompted change in the funding system for
children’sservices. Theresult isthat pooled CSA funds are largely used to fund services for
children in DSS custody or those who receive specid education residentia services. Other
children, such as those with behaviord hedth problemsliving with their families and those
involved in the juvenile justice system, are not guaranteed funded services and are served a
the discretion of the 133 separate local government entities.

The Report of the Surgeon Genera’ s Conference on Children’s Menta Hedlth (2000) states
thet:

“The nation isfacing a public crigsin menta hedth care for infants, children and

adolescents. .. Thereis broad evidence that the nation lacks a unified infrastructure to help
these children, many of whom are fdling through the cracks. Too often, children who are not
identified as having menta health problems and who do not receive servicesend up in jall.
Children and families are suffering because of missed opportunities for prevention and early

identification, fragmented trestment services, and low priorities for resources’ (no page #).

Important facts about children’s service needs:
- Virginia's children
0 24% of the population of Virginiais under the age of 18 (Landers, 2001)
0 14% of hedthcare fundsis spent on children (Landers, 2001)

0 7% of MH expenditures go to children (Landers, 2001)
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- Children with Serious Emotiond Disorders (SED)
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Onein five children have a diagnosable mental hedlth disorder (U.S.
Department of Health and Human Services, Report of the Surgeon Generd,
1999)

Onein 10 children has a serious emotiona disturbance (Burns, et d., 1995)
13% of preschool children in the US have menta health problems (Squires &
Nickel, 2003)

11% have amenta hedth condition causng sgnificant functiond impairment
(Glied & Cudlar, 2003)

62,000 children and adolescentsin Virginia suffer from extreme impairment
due to emotiona disturbance

Onethird of children with amenta hedlth disorder have been diagnosed with
two or more disorders (CMHS, 1997)

66% of juvenile offenders have at least one diagnosable menta disorder
(Teplin, et d., 2002)

94% of youth entering detention have a history of drug use (McCldland, et
a., 2004)

Every night, 2000 children in the US wait in detention for community mental

health services (Sdltzer, 2004)



Children of parents with menta disorders and/or substance abuse disorders
have a 50% to 250% greater risk of developing mental health and substance
abuse problems (SAMHSA, 2004)

Children who have menta health problems are 4 times more likely to use and
be dependent on anillicit drug than children who do not have a problem
(SAMHSA, 1999)

In 2002, 9% of US children live with at least one parent who abused or was
dependent on acohol and/or illicit drugs (NHSDA, 2003)

Mental hedlth problems are two to four times more prevaent among children

in poverty (Glied & Cudlar, 2003)

- Current sarvices

(0]

o

80% of children with serious emotiond disturbance do not receive menta
hedlth services (Burns, et d., 1995)

92% of children and adolescents with serious emotiond disturbance are
served by three or more agencies (Glied & Cuellar, 2003)

Hundreds of Virginia s children needing behaviord hedth services remain on
waiting ligs at CSBs (Voices of Virginia s Children, 2004)

Cross-agency coordingtion of careisdifficult (Glied & Cuellar, 2003)

Children and adolescents with serious emotiona disturbances are at increased risk of out-of-

home placement due to the lack of consistent community-based services. These children

often require intendve thergpeutic interventions, parenta support, medications, multiple

agency involvement, inpatient hospitdizations, and residential treatment to address their

pervasive problems.
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Workgroup Activities

The Child and Adolescent Specid Populations Workgroup is comprised of advocates,
public and private providers, state and locd professondsin menta health, education, socid
sarvices, juvenile justice, mentd retardation, and substance abuse services. Parents and
children provided input at select meetings and were encouraged to be involved at all
meetings (see membership list on page 3 of this document). The Workgroup met 14 times
from August 2003 through August 2004 to discuss the strengths and weaknesses of the
current mental health, mental retardation, and substance abuses services sysemsin Virginia
and to develop a set of short and long term recommendations for restructuring the current
sarvicesddivery systems.  Subcommittees were formed in the spring of 2004 and met
multiple times to address specific subpopulations and issuesincluding: juvenile judtice
mental retardation; substance abuse; prevention and early intervention; and demongtration
project models.

The Workgroup created a vison statement and identified key problems to be
addressed in order to accomplish the vison. It reviewed severa modd and/or exemplary
child mentd hedth service systemsin Virginiaand across the country, induding thosein
Milwaukee, El Paso County, CO, Philadelphia, New Jersey, Delaware, New Mexico,
Connecticut, and the Georgetown University Nationa Technica Assistance Center for
Children’s Mentd Hedth System of Care Modd. The group andyzed common eements that
have made these systems successful. Below isa summary of the findings and subsequent
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recommendations offered by the Workgroup. (All definitions rdated to this report are

included in Appendix F.)

Vision Statement

The Virginlamenta hedth, mentd retardation, and substance abuse services sysem
will provide seamless access to prevention and intervention services for children and their
families that promotes the well-being of children and adolescents and reduces the incidence

and severity of behaviord hedth problems.

Keysto Accomplishing the Vision for Children with Behavioral Health
Needs and Their Families

The workgroup agreed to the following as keys to accomplishing the vison:

- All children in need receive appropriate and timely services;

- There must be ggnificant family and youth involvement & dl levels of planning,
decisiorrmaking, and service ddivery;

- There must be agency collaboration at state and loca levds;

- There must be suffident and flexible funding for services,

- There must be an adequate amount of services/treatments that are: evidence-
based/promising and/or best practices; child-centered; family-driven; culturaly-
competent; strengths-based; and community-based;

- There will be sufficient funding for research on innovaive interventions,

- There must be an adequate supply of qudified professionds;

- There must be seamless access, equity, and efficacy of services.
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Strengths of Virginia’'s Current System
Virginid s sysem of behaviord hedth servesfor children and adolescents has the following
drengths:

- The CSA system has required collaboration/coordination for nearly ten years at the local

and dtate leve!;

- CSA’svauesinclude many of the vaues of the system of care moded!;

- DMHMRSAS has a gtate board policy reflecting the vaues of the systems of care model
developed in 1986;

- Locd flexibility in service providorn

- Strong children’s behaviord hedlth advocacy and support;

- Parts of acontinuum of care are in place;

- Strong univergties with the cgpability to train child mental hedlth, mental retardation, and
substance abuse professionds;

- Excdlent public inpatient facilities for children and adolescents;

- Recent formation of an Office of Child and Family Services in the sate DMHMRSAS;

- Strong working relationship between DMAS and DMHMRSAS;

- BEvidence-based/promising programs are in place in afew aress,

- The Commission on Y outh has developed a website on evidence-based treatments for

behaviord hedth disorders.

Weaknesses of Virginia’'s System
The workgroup determined that the following items were weaknesses of the Virginia
behaviora hedthcare system for children and adolescents:
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- Inadequate funding of behaviord hedth services for youth and ther families,

- Children’s services are fragmented across the state;

- The date lega code does not require the provision of behaviord hedth services for
children and their families, which resultsin discontinuity in priorities across Sate
agencies and locdlities,

- State agencies continue to be fragmented in their gpoproaches to strengthen ddlivery of
sarvicesto children and their families;

- Sarvice provison is inconsstent and diverse across the 40 CSBs;

- The children’s system of care in Virginia does not have aclear and congstent vision,
identity, and set of priorities,

- Poor coordination among state and loca agencies causes confusion for families,
overlapping services, and increased cost to taxpayers,

- CSA does not sufficdently fund the needs of children with behaviora health disorders,

- Funding streams are not coordinated or sufficient;

- Children with behaviord hedth disorders who are involved in the juvenile justice system
are not adequately served;

- Most youth with substance abuse disorders are not adequately served because substance
abuse sarvices are not sufficiently funded;

- MH/MR/SA services are not integrated with each other system wide;

- Although specific components of a comprehensive community-based System of Care
have been identified, the extent of implementation varies Sgnificantly from community
to community;

- Thereisinauffident funding for cgpacity building for community-based services,;

Page 12 of 12
8/10/2004



- Thereisalack of certified child psychiatrists and other child-trained professonas at
many CSBs,

- Thereisalack of consensus among service providers regarding how, which, and at what
levels children’s behaviora heslth services should be ddlivered;

- Children and families who receive behaviora health services funded by different funding
streams receive different or no services,

- Services for children with mental retardation and severe behavior disorders are

insufficient.

Restructuring Public Child and Adolescent Inpatient Bedsin Virginia

The membership feds strongly that public inpatient beds for children and adolescents were
sgnificantly reduced in the 1990s (see below). The membership dso fedsthat thereisno
further need for bed reduction.
- Beganin the early 1990s
o VTCC transferred from DMHMRSAS to VCU
0 Eastern State Child and Adolescent Unit closed—1992
0 Central State Adolescent Unit closed—1999
- Children’s public beds dropped from amost 200 to 64 during the 1990s to current levels.
0 Commonwedth Center for Children and Adolescents—48 beds

0 Adolescent Unit at SWVMHI—16 beds
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Workgroup Recommendations:

The Workgroup strongly recommends that the ssate DMHMRSASS adopt the system of care
model developed by the Georgetown University’s Technica Assistance Center for Children's
Menta Hedth and adopted by SAMHSA. The DMHMRSAS shdl lead the statewide
promulgation of this system of care modd with other Sate agencies, families, CSBs, and
other public and private providers.

The workgroup recommends four mgor funding priorities:

1. Four system of care demondration projects outlined in Appendix E ($2.5 million)

2. Parent/Y outh Involvement Network ($500,000 for the first year — $1 million for second

year)

3. Behaviord hedth services provided by CSBsin detention centers during and after
detention stay ($3.5 million)

[There is a difference between the recommendations of the Juvenile Justice Subcommittee
and the larger workgroup on lead agency for these services)

4. All resourcesin Virginia need to be maximized to build the capacity for behaviora hedth
services that includes a comprehensive continuum of prevention, early intervention, and
intengve thergpeutic services

a. Increase Medicaid rates for day treatment servicesto $150 per day

b. Add substance abuse services to the DMAS State plan and provide funding for
treatment services for youth and their families with primary or secondary
substance abuse diagnoses ($5 million)

c. Conduct arate study to expand community-based servicesin the sate plan to
include:
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i. Intensve Case Management Leved System in CSBs
ii. Parenting Education
lii. Respite services
iv. Behaviord Aides
d. Traning priorities are:
i. Systemsof Care ($500,000 for 5 regiond and 1 state traning);

ii. Fund dotsfor universty training of child psychiatry fdlows and child
psychology interns with payback provisions ($60,000 per fellow, $26,000
per intern).

e. Multisysemic Thergpy (MST) and Functional Family Thergpy (FFT) capacity
building ($2.5 million to include training and statewide licensure, and to

oversee and fund local MST/FFT services)

Other System of Care Recommendations

1. The DMHMRSASwill recommend to the State Executive Council and the Genera
Ass=mbly possible Code, regulatory changes, and budget initiatives to support the
revison and expanson of state and local systems of care.

2. The system of care must indude prevention and early intervention services for children
and their familieswith or at risk of menta health, mental retardation, and substance abuse
problems.

3. State agencies should continuoudy blend and braid funding sources to meet the needs of

children and adolescents with MH/MR/SA problems and their families.
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4. DMHMRSAS will support and expand its Office of Child and Family Servicesto assure
that children’s behaviord hedlth services are prioritized and include dl service entities

related to children and theair families.

Additional recommendationsrelated to increased funding

1. Conduct statewide trainings on evidence-based, best practices, and promising treatments
for children with behaviord hedth problems—statewide workshops, seminars, and cross-
community trainings

2. Cross-state and agency National Systems of Care modd training ($200,000 managed by

DMHMRSAS with VACSB)

Recommendations not related to funding

1. Encourage partnerships and collaborations among parents, al providers, and other
dakeholders of children and their families with behaviora hedlth problems

2. Support the continuation of the Child and Adolescent Specia Population Workgroup
activities by merging the membership with the group established by Budget Item 330-F
of the 2004 Appropriations Act

3. Support systems of care modd including: 1) a coordinated, integrated, and
individudized trestment plan; 2)families and surrogate families are full participantsin
al aspects of the planning and delivery of services, and 3) support a unitary (i.e., cross-
agency) care management/coordination gpproach even though multiple systems are
involved, just as care planning structures need to support the development of one care

plan (Pires, 2002)
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4. Promote integration of services across MHMRSA disahilities by establishing policies
that require services providers to conduct a single comprehensve intake addressing the
areas of MHMRSA and deveoping a unified services plan and record

5. Continue the dissmination of the Commission on Y outh's * Collection” of evidence-
based practices

6. Seek grant funding to enhance child and adolescent behaviord hedth services by
establishing matching fund capacity through private foundations/corporations

7. Srengthen univergty/community partnerships to enhance child and adolescent
behaviord health services

8. Encourage DMAS to “suspend” rather than “terminate’ Medicaid benefits while
children and adolescents are in a public inditution including sate hospitas, juvenile

detention centers, juvenile correctiond facilities, and jalls.
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Appendix A

JUVENILE JUSTICE SUBCOMMITTEE
OF THE
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SCOPE OF ACTIVITIES:

The target population of the subcommittee included children and adolescents who are the
subject of children in need of services petitions or court orders, charged with delinquent
offenses; or who have been adjudicated on a ddinquent offense. The population included
juvenileswhose lega satusis pre-adjudication or post-adjudication. These juveniles may be
on probation or on parole. They may require placement in a secure or a non-secure
environment, or they may be placed in the community. They may bein the physica custody
of their legd guardians, the Department of Juvenile Justice Services, or alocd juvenile
detention center.

The input of parents and service providers was sought to informthis report in severa ways.
persona and group contacts by members of the subcommittee; invitations to send in written
comments, invitations to attend and provide comment at public meetings scheduled for May
18, 2004 and May 27, 2004; and by survey interviews of parents who were vigting ther
children in juvenile detention centers. The names of the persons who addressed the
subcommittee at the public meetings and copies of the written comments received are
attached to the origind printed report submitted to the Child and Adolescent Specid

Popul ations Workgroup.

SUMMARY OF ISSUES and RECOMMENDATIONS:

The provison of agpproprigte and timely treatment and sarvices to juveniles with legd
involvement and mental hedth, mentd retardation or substance abuse (behaviord hedth)
problems will be more likely to reduce future violence and recidivism than punishment in the
absence of treatment.  Adequate public funding is not avalable to provide sufficient
behavioral hedth services for children and adolescents without behaviora hedth insurance,
or with inadequate behaviord hedth insurance, in the Commonwedth of Virgina Many
juveniles with private hedth insurance may need many services, which are not covered by
their insurance carriers.

Legidation would be introduced, with corresponding budget language, requiring that
aopropriate and timely behaviord hedth services and trestment be provided to juveniles and
their families who are involved with the juvenile or the adult jusice sysems.  Child serving
agencies would collaborate to provide these sarvices in an efficient, effective manner.
Diverson and prevention would be included in these services.

Youth involved with the juvenile judice sysem should be desgnated as a priority populaion
for sarvices. Not only is the service(s) needed, but these youth have been identified as a
threat to the community or themsdves.

ISSUE # 1 - Due to the lack of behaviord hedth services avalable to juveniles in most
communities, the juvenile justice system is frequently used as the “de facto” mentd hedth
trestment system for this population.
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RECOMMENDATIONS:

Amend the Code of Virginia, contingent upon funding, to require that each juvenile detention
center (JDC) ghdl ether (8) contract with public or private providers, or (b) employee
cinica thergpists, case managers, and other appropriate menta hedth aff, including child
psychiatrists, proportionate to the censusin each JDC.

Only skilled, trained persons would provide behaviora hedth services to youth involved
with the juvenile judice sysem. Those treatment providers should use evidence based
treatment gpproaches, when possible, in the community and in JDCs.

Case management and care coordination would link juveniles to services in the community
and across placements.

ISSUE #2 - Child caring agencies frequently fal to acknowledge responghility for youth
involved with the juvenile jugtice system.

RECOMMENDATIONS:

The Secretaries of Health and Human Resources, Education and Public Safety would
establish aprocess to ensure that dl child serving agencies, at the state and locd leve,
including CSBs, coordinate to develop and implement a continuum of services that includes
assessment, treatment services, case management, transition services and consequences for
youth involved with the juvenile justice system.

The Comprehensve Services Act categories of mandated/non mandated would be diminated
and behaviora hedth services would be provided to dl youth involved with the juvenile
judtice system, regardless of legd charges or convictions, legal or physica custody, presence
or absence of an Individudized IEP, or physica location.

ISSUE #3 — Some juveniles hed in JDCs and DJJ facilities need inpatient psychiatric
treetment. These juveniles have a higory of assaulting other juveniles and facility staff or
have a higory of setting fires. There are no public or private psychiatric beds in Virginia to
provide adequate security, safety and supervision for these youth and to maintain saff safety.

RECOMMENDATION:

DMHMRSAS, in collaboration with DJJ, would provide a secure, forendc psychiatric unit
for adolescents. The proposed adolescent forensic unit would be architecturaly designed to
adequately address the specific safety, security, trestment, educationa, and recregtiond
needs of these adolescents and aso provide a safe treatment environment.

Adequate funding would be provided by the state to fund these services.

ISSUE # 4 - Juveniles leaving detention or DJJ facilities experience problems trangtioning
to and accessng behaviord hedth sarvices in the community.  Bariers include the
unavalability of willing treatment providers, long waiting ligs and the low priority given to
this population.
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RECOM MENDATION

The Secretary of Public Safety would work with dl effected entities to implement consstent
discharge policies and procedures so tha prior to discharge, the JDC or the DJJ facility
housng the juvenile would pre-apply for gpplicable insurance programs or other avallable
financid resources and link the juvenile to aftercare services in the community. These
sarvices would include in-home services and on call crisis service by specidly trained staff.

Adeguate funding would be provided by the state to fund these services.

ISSUE # 5 — Youth involved in the juvenile judice sysem frequently do not have behaviorad
hedlth coverage or adequate coverage for the services needed. Medicaid and some insurance
companies stop coverage when the client is incarcerated.

RECOMMENDATIONS:

Juveniles who have not been adjudicated ddinquent would continue to be €digible for
Medicaid benefits or other insurance benefits so that they can continue to receive needed
medications and treetment. DMAS, DMHMRSAS, and DJ) would darify this point with
federd regulators.

Pursuant to the May 25, 2004, Memorandum to State Medicaid Directors from Glenn
Stanton, DEHPG, DHHS Centers for Medicare and Medicaid Services, entitled “Ending
Chronic Homelessness’ (copy attached), the Commissioner of DMHMRSAS will request the
Virginia Department of Medicaid Services (DMAS) to immediately change its policies and
procedures “to ‘ sugpend’ and not ‘terminate’ Medicaid benefits while a person isin a public
inditution or Inditute for Menta Disease (IMD)”. For dl juveniles éigible for Medicad
benefits, when the juveniles are placed in a JDC, a D) facility, an adult jail, or a psychiatric
facility, DMHMRSAS, DJJ and the Superintendents of the IDCswill request DMASto
immediately changeits policy to suspend Medicad benefits (instead of terminating Medicaid
benefits) while juveniles are detained to minimize activation time after release from a secure
facility or from an IMD.

Adeguate funding would be provided by the state to fund these services.

ISSUE #6 — There are children and adolescents in the juvenile jusice system (&) whose
primary needs are for behaviord hedth treatment and services, and (b) who do not pose a
threst to the sefety of the community.

RECOMMENDATIONS:

DMHMRSAS, in collaboration with the Office of the Executive Secretary of the Supreme
Court of Virginia, the Virginia Council on Juvenile Detention, D1J, and DCJS, would apply
for federd demondration project funds to identify these youth, establish a Memorandum of
Agreement, and remove such children and adolescents from JDCs, and provide the needed
behaviord hedth trestment and services to them in the least redrictive environment in the
community. Adequate funding would be provided by the sate to fund these services.
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Diverson programs and early intervention programs for young offenders and first offenders
would be established and funded to reduce the degree of penetration into the juvenile and the
crimind judtice sysems.

ISSUE # 7 — Juveniles with mentd retardation and juveniles with multiple diagnoses whom
the courts have judged to not present a risk to the safety of the public are occasiondly placed
into the juvenile judice system because communities do not have gppropriae trestment,
sarvices, or placements to meet their needs.

RECOMMENDATION:
Regiona treatment, services and placement programs for youth with menta retardation
would be established to divert them from the juvenile justice system, when gppropriate.

Adequate funding would be provided by the state to fund these services

ISSUE___# 8 — Many communities provide no substance abuse treatment services for
juveniles. The research demondrates that the presence of co-morbid substance abuse and
mentd hedth disorders dramaticaly increases the risk for future violence.

RECOMMENDATION

Each CSB or JDC would provide substance abuse treatment services and integrated
substance abuse and mentd hedth treatment to adolescents in the community and in JDCs.
The Commissoner of DMHMRSAS will request that DMAS modify its policies and
procedures to reimburse qualified providers for substance abuse treatment services.

Adequate funding would be provided by the state to fund these services.

ISSUE # 9 — Many juveniles in the juvenile jugice sysem are unlikdy to benefit from
individua psychothergpy without the addition of adjunct trestment moddities Research on
successful intervention with this population reveds that intervention at the leve of the family
and community is critical to successful treatment

RECOMMENDATION

Whenever possible, evidence-based treatment modalities would be used to address the
goecific needs of juveniles whether these interventions are individud, family, or group
approaches. Such evidence-based treatments must involve the family or caretaker.

Adeguate funding would be provided by the state to fund these services.
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Appendix B

Child and Adolescent Special Populations Workgroup

Substance Abuse Wor kgroup
Final Report: July 2004

Chairperson: Martha Kurgans, DMHMRSAS

Members: ChrisYoung, Norfolk CSB; Pat Hill, Henrico CSB; Deidre Smith, Richmond
Behavioral Health Authority; Jeanette Duval, DMHMRSAS; Carol Pollock, Virginia
Department of Health; Joe Stallings, DMHMRSAS, Martha Stevens, Richmond
Behavioral Health Authority; Madeeine Dupre, Commonwealth Center for Children
and Adolescents; Denise Acker, Northwest CSB; Kathleen Dooley, Arlington CSB;
Donna Dent, Blue Ridge Behavioral Health Authority; Parents, children and
adolescents from the Norfolk CSB catchment area.

Scope of Discussion: Substance use and abuse affects Virginia s youth in myriad ways. We
focused our discussion on the following topics. substance-exposed infants, adolescent
substance use disorders, and the effects of parental (parents/caretakers) use on children and
adolescents.

Vison: We envison acomprehensve system of care that includes prevention, early
intervention, and trestment services across the continuum of substance use disorders for
Virginia s youth and their parents and caregivers. The ided system incorporates the
following principles and gpproaches:
Accessihility: promotes access via multiple doors and ensures that services are
available regardiess of dlient income and/or financid status.
Cultural and linguistic competency: intervention strategies reflect individua dlient
characteridics, including but not limited to, disability, gender, sexud orientation,
developmenta levd, culture, ethnicity, age and hedth satus.
Evidence-based practices. services are cons stent with best practice guidelines
developed by the Substance Abuse and Menta Hedlth Services Administration
(SAMHSA) for the prevention and treatment of substance use disorders and co-
occurring substance use and mental health disorders.
Child centered and family-focused: services reflect the unique needs of infants,
children, and adolescents and family memberg/sgnificant others are fully involved in
sarvice planning and ddlivery.
Integrated service deivery: substance abuse prevention, early intervention and
treatment services are components of abroad individualized care plan that addresses
the multiple needs of the client and family relative to hedth care, education,
recrestion, etc.
Systematic gpproach to screening and assessment.
Competency-based ingructiond programs for al system of care Seff.
Codt effective: services are provided at a reasonable cost to the Commonwealth.
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|. General Systems|ssues

Bariersto care;

(0]

O 00000 O0O0

(0]
(0]

Cultural and linguidtic barriers.

Access to funding.

Lack of funding for services

Lack of transportation.

Lack of childcare.

Staff shortages.

Lack of uniform diagnogtic criteria for assessing co-occurring disorders.
Lack of gaff trained in treating co-occurring disorders.

Lack of uniform diagnostic criteriafor assessing trauma and violence, effects
of prenatal exposure to adcohol and other drugs, and family history for
acohol/other drug problems. Lack of gaff trained in identifying and providing
trestment in these aress.

Lack of uniform diagnogtic criteriafor assessing literacy.

Addiction counsglor attrition.

Recommendations.
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Co-locate child and family services with addiction trestment services for the
parent/caretaker.
Work collaboratively with loca school departments to develop school-based
treatment programs and student ass stance programs.
Develop and implement system-wide plan for implementing evidence-based
practices.
Develop counselor competencies for treatment of co-occurring disorders.
Provide incentives and tuition assstance for training and certification in
addictions counsding and competency in treating co-occurring disorders.
Mandate and fund at least one full-time st&ff pogition for a child and family
addictions specidig in every CSB.
Mandate and fund at least one full-time substance abuse case manager in
every CSB to increase community outreach efforts.
Upgrade MIS systems and data entry procedures to ensure that al SA
diagnoses are reflected in the data.
Establish a Governor’s Council on Children and Y outh to increase
collaboration among agencies serving children and adolescents.
Sponsor statewide semi-annua meetings of child and family program gtaff to
facilitate information sharing and systems change.
Provide multi-linguistic resources, including use of killed bilingud and bi-
culturd dinicians
Increase services for the deaf and hearing-impaired community.
Implement strategic addictions trestment workforce development plan.
Maximize funding for treetment services

= Lobby for Medicaid funding for substance abuse treatment and

earmark state matching funds.
» Increase enrollment in FAMIS



= Submit DMHMRSAS gpplication for Access to Recovery funds for
substance abuse treatment vouchers for adolescents for FY 2005.

= Work collaboratively with the Department of Medicd Assstance
(DMAYS) to darify procedures for accessing monies viathe Early
Periodic Screening, Diagnosis, and Treatment (EPSDT) process.

I. Substance-exposed infants

The work group was concerned about the lack of outreach and trestment services available to
substance using women and their children. Infants exposed to substancesin utero are “a

risk” for congenital problems and other adverse hedlth outcomes and psychological,
developmental, and health risks extend beyond delivery. Although the Community Service
Boards provide services for pregnant substance using women and their children and pregnant
women receive treetment priority, relatively few pregnant and recently postpartum women

are referred for and able to access services for themsalves and their infants. Service providers
across disciplines eg. hedlth, socia services, mental hedlth etc. lack the necessary skillsand
knowledge to identify and refer these women and their children to the appropriate services.

Substance using women have complex, multifaceted needs and can be difficult to engagein
treatment. Barriers to care include the stigma associated with perinatal substance use, fear
they will lose custody of their children, the lack of afull continuum of servicesthat are
gender specific and family focused aswell as critical support services such as transportation
and child care. Workgroup members recognized that many CSBslack sufficient staffing to
provide the level of outreach case management and interagency collaboration necessary to
engage these women in sarvices.

Availability of services
0 Expand Project LINK, which provides outreach and intensive case
management services to substance using pregnant and parenting women and
their children. Currently there are 24 8 Project LINK programs throughout
the Commonwedlth that serve 14 CSBs.

0 Increase bed capacity for pregnant and parenting substance abusing women
and their children. Currently, there are only 18 residentia bedsin three
separate facilities for pregnant women and newborns and only one residentid
program that accepts substance-abusing women with children older than sx
months.

Increase availability of parent education programs.

0 Deveop and implement specidized programs and services for pregnant

substance abusing adolescents.

Increase availability of servicesthat promote mother-infant bonding.

o Ensurefunding for opiate replacement thergpy for pregnant opiate- dependent
women and adolescents.

(@)

(@)

| dentification, screening, and assessment:
0 Mandate service providersto refer al substance exposed children ages birth
to five years for early intervention services.
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0 Mandate service providers to include questions related to sexud activity and
pregnancy in adolescent screening and evauation instruments and interviews.

0 Increase public awareness of the impact of prenatal substance use and
availability of services for mothers and infants via public service
announcements.

0 Provide annud training for CSB staff regarding prenata substance use and its
impact on infants and children.

0 Promote awareness amongst physicians and other health care providers about
the effects of perinatd substance use on infants and children, treatment
resources, Virginia slega requirements and hedlth care practice implications
viadigtribution of brochures and other educationd materids.

Funding issues:

0 ldentify and maximize available funding opportunities.

0 Educate physicians and other medica care providers about EPSDT  (Early
and Periodic Screening, Diagnosis, and Trestment) and encourage treatment
providersto bill Medicaid for substance abuse treatment services.

0 Work collaboratively with the Department of Socid Services and other
community agencies to access funding for trestment.

[11. Adolescent Substance Use Disorders

The consensus of the workgroup is that there is a severe shortage of substance abuse
treatment services for adolescentsin Virginia. The shortage perssts across dl levels of care
and ismogt acute for adolescents in need of resdentid services. It is very difficult to access
public funding for aresidential substance abuse treatment bed and impossible to secure a
resdentia placement for an adolescent with a co-occurring mental health disorder, such as
bipolar illness.

Furthermore, outpatient services tend to emulate the adult models of substance abuse
treatment and do not adequately address the developmentd redlities of adolescence. Services
promote a mistaken belief that the mgority of adolescent substance users mest criteriafor
substance dependence. Our experience has shown that many adolescents do not respond to
abstinence-based interventions and frequently drop out of trestment. We recommend a
continuum of adolescent substance abuse trestment services that incorporates principles of
moativationd interviewing and matches treatment interventions with problem severity and
stages of change.

We aso encourage adoption of programs and practices that are “trauma sengitive’.
Research has shown a strong correlation between substance use and childhood trauma and
violence. Methodology for ng and treating childhood trauma and violence should be
incorporated in adolescent substance abuse treatment at all levels of care.

Screening and Assessment:
0 Mandate routine screening for menta hedth and substance use disorders for
every child and adolescent receiving services.
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0 Requiretha dl dinicians conducting intake interviews demondrate
proficiency in conducting substance abuse evauations.

0 Work collaboratively with school systems to design and implement screening,
evauation, and referral protocols.

0 Ensuretha screening and evauation insruments and interviews routingly
include trauma and violence indicators and questions relive to sexud

activity.

0 Encourage CSB éff to provide training to saff of community agencies
relative to screening adolescents for substance use disorders and making
trestment referrds.

Treatment:

o Ensurethe provison of afull range of substance abuse treatment services
throughout the Commonwealth. Services mudt reflect the unique needs of
adolescents, incorporate evidence-based practices and include at a minimum:

Funding:

Substance abuse education.

Outpatient trestment.

Intensve outpatient programs.

Detoxification and specidized services for opiate-dependent
adolescents.

Resdentia trestment for substance abuse and for adolescents with co-
occurring disorders.

Substance abuse case management.

Family education and therapy.

Trangtiond living opportunities.

Vocational servicesthat do not require abstinence.
Access to dternative “recovery” or “sober” schools
Parenting training for parenting teens.

Incentives for trestment participation.

Aggressively pursue additiond grant funding opportunities for

research related to substance use and abuse, treatment of co-occurring
disorders and targeted capacity expansion.

Work collaboreatively with the Insurance Commission to develop and
revise reimbursement standards for substance abuse trestment that
reflect adolescent treatment needs

V. Effects of Parental (Caregiver) Use on Children and Adolescents

Over 6 million children nationwide (9%o) live with & least one parent who abused acohol or
anillicit drug within the past year. These children are & “high risk” to develop mentd

hedlth, substance abuse and other hedlth disorders. The work group fdt that early
identification and intervention was critica to avert the development of more serious disorders
and socid consequence later inlife. They dso noted that early intervention was ultimately
most cost effective to the state overal.
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| dentification, screening, and assessment:

0 Mandate service providersto include questions related to familia substance
use patterns in child and adolescent screening and evauation insruments and
interviews.

0 Ensurethat the assessment and evauation process for adults receiving
sarvices incdudes the children and adolescents in the family.

0 Ensurethat treatment plans developed for adults are family focused.

Treatment:
0 Ensurethe provison of individud, group, and family therapy for children and
adolescents affected by familia substance abuse and addiction.
0 Increasethe availability of parent education programs for adultsin recovery
that address the impact of addiction on families.
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Appendix C

Prevention and Early Intervention Subcommittee
Bela Sood, MD and Brian Meyer, PhD, co-chairs

Members: Robert Cohen, CICFS/VCU; Pam Fitzgerald Cooper, DMHMRSAS; Joe
Galano, College of William and Mary; Sue Geller, Wingspan, LLC.; John Morgan,
Chesterfield CSB; Dick Repucci, Univerdty of Virginia; and Beth Wright, Centra
Health/Virginia Baptist Hospital

Inthe early 1990's, Virginiaenjoyed areputation as a leeder in progressve menta health
policies. Investing in prevention initiatives with the long term god of future savings and
better population health was a priority. Subsequent administrations did not espouse that
philosophy, and prevention efforts lost ground. Currently, behaviorad hedth prevention
efforts in the date are fragmented, and interagency collaboration is poor. The emphasison
prevention activities is uneven, with some locdities actively embracing innovationsin
prevention activities reated to children and others having virtualy no prevention focus.
Despite the incongstency of prevention efforts around the state, a solid body of research
demondtrates that the long term savings in improved population health makes prevention a
good investment.

The following recommendations are not comprehensive. They identify two areasin which
prevention efforts should be targeted asinitid steps towards greater prevention activitiesin
Virginia

Governor’s Office of Substance Abuse Prevention

| ssue:

The GOSAP program is visonary and progressive. However, the state has not actively
sought additiond federd funds available for the program. There are pockets of excdlencein
prevention programs around the state that have sophisticated infrastructuresin place. These
programs could be replicated in other regions of the Sate

Recommendations:

1. Apply for more federd dollars to underwrite additiona programs that espouse best
practice prevention programsin Virginia

2. Utilize exiging evidence-based prevention programs in the state as templates to model
prevention activities in other areas of the date.

3. Use prevention monies specificaly for the population for which they are targeted:
children and youth. Funds should not be dlocated to other groups such asthe ederly.
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4. Move the GOSAP office under the jurisdiction of the Secretary of Health and Human
Services rather than Public Safety, since prevention activities derive from knowledge of
human development and heslth sciences, and therefore belong with hedlth care.

Juvenile Justice

| ssue:

Due to the disproportionate presence of learning disorders, emotiona disturbances, and
cognitive and behaviord disordersin the juvenile justice population, youth involved with the
juvenile justice system are a high risk of academic falure, vocationd failure, and
consequent long-term involvement with the justice system.

Recommendations:

1. JLARC, in collaboration with DOE and DJJ, should study the relationship between
the denid of digibility for specid education services, truancy, and placement in the
juvenile judtice system.

2. Since reading underlies most academic endeavors, juvenile detention centers and DJJ
facilities should screen every youth who enters the juvenile justice system for reading
problems as a required component of the intake assessment. Methods of educational
instruction based on research in developing and implementing reeding programs
should be provided within juvenile justice facilities and in the community upon
discharge. The state needs to provide adequate funding for these services.
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Appendix E

Demonstration Project Subcommittee Report
Beth Rafferty and Brian Meyer, co-chairs

Members. Sandy Bryant, Central VA CSB; Pam Fitzgerald Cooper, DMHMRSAS;
Margaret Crow, Voicesfor Virginia's Children; Jeanette DuvVal, DMHMRSAS; Debbie
Hinton, Richmond CSA Office; Pam M cCune, State Office of CSA; Shirley Ricks,
DMHMRSAS; Don Roe, Commonwealth Center for Children and Adolesents; and Bela
Sood, VTCC/NCU

The System of Care Demondiration Project Subcommittee of the Child and Adolescent
Specia Populations Workgroup was created to develop the eements of a demongtration
project for arestructured system of care for children and youth with behaviora hedth
problemsin the state of Virginia The Workgroup decided that it did not want to draft an
RFP, nor did it want to draft specific language to be put in an RFP, because both of those
were beyond its respong bility and scope of authority. The Subcommittee was therefore
given the task of identifying elements of a pilot project that could be implemented and
evaluated and, if successful, form the basis of amodd that could be adopted by communities
around the state. The Subcommittee included representatives of DMHMRSAS, CSBs, CSA,
the advocacy community, two children’s psychiatric hospitds, and faculty from the
Department of Psychiatry at VCU Medica Center. What followsis asummary of the
Subcommittee' s work

Observations

» Thereisan insufficient amount of money devoted to children’s community-based
behaviord hedth services; therefore, needed behaviora hedth services are not available to
children and families around the state and too many children are placed in expensve
resdentid placements

» While DMHMRSAS has respongbility for public behaviora hedth service ddivery for
children and families, the other sate child-serving agencies (DSS, DOE, DJJ, VDH, and
C3A and DMAS) share the respongibility for creating a structure that serves children and
families asits core misson

o CSA asitiscurrently structured does not work. The behaviora hedlth needs of large
populations of children are not met (see prior CSA studies)

» No new studies of CSA are necessary, unlessit is a study of how best to provide for
children’s behaviord hedlth needs that includes CSA as part of alarger set of agencies

» Demondgration projects at alocal level are needed to develop effective models of systems
of care

» State level support and interagency cooperation are necessary to make the pilots work

» The interagency cooperation, any necessary restructuring, and the demonstration projects
must be endorsed by the SEC and the Secretary of Education and directed by the office of
the Secretary of DHHS

 The date needs to have a specific structure of systems of care that follows the structures
and principles described by the Georgetown Center for Technica Assistance for Children’s
Mentd hedth
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» Sygem change must include both adminigrative and financid changes
 Because localities operate differently, they need the freedom to choose among different
modds of systems of care within the Sate-designated framework

Proposal for a System of Care Demonstration Project

This proposal describes the elements of a system of care demongtration project. The project
would be established in four sites around the state, including both urban and rura stes, for a
period of 3 years. The estimated cost of the project is $2.5 million per year for startup and
evauation.

Services

Minimum standards

* Immediate access to appropriate and recommended services

* Use of evidence-based, best practices, or promising practices and/or cregtive ideas for new
and innovative approaches to integrated service delivery

* Outpatient psychotherapy is provided only by trained, licensed, and specidized clinicians

* QOutpatient counseling provided only by qudified and/or license-digible dlinidans

* Authorization and gpprova of clinical services for children must be conducted by
independently licensad dlinicians specidizing in child and adolescent trestment

Minimum services
* Screening and referral
* Diagnogtic evaudtions
* 24]7 crigs intervention and stabilization services, including psychiatric services
» Mobile and field response
* Crigsintervention and stabilization services
* Case management (per Medicaid regulations)
* Care coordination includes.
1) consumer choice
2) case management
3) utilization review
4) gngle unified trestment plan
5) interagency collaboration
* Qutpatient psychotherapy (Menta Hedth, Menta Retardation, and Substance Abuse)
* Intensve in-home thergpy provided by licensad dinicians
* Day treatment
* Access to acute inpatient hospitdization
* Child psychiatry and psychopharmacology services provided by aboard certified child
psychiarist (tdlemedicineis OK for monitoring but not for initid evauation)

* Respite care (MH, MR, SA)

* Family support services

* Primary hedlth screening provided by nurses
* Early Intervention-Part C

* Early Intervention-Mental Hedlth
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Enhanced Standards (desired)

* Single access point or any door access

* All psychiatric services provided in person

* Coordination of carefor children with Axis Il diagnoses (quarterly contacts a minimum)

Enhanced Services (desired)

* Shared single intake form

* Shared MIS system

* Brief partid hogpitalization

* Treatment/therapeutic foster care
» Group Home

* Early intervention with at-risk children
* Prevention services

» Wraparound services

* 23-hour hospitaization

* Regdentid Trestment

Administrative Structure:

Principles
» Community-based systemn should be designed to meet the behaviora hedth-rel ated needs of
individud children and families

* All children with behaviord hedlth problems have access to services
* Thelocdity will be respongible for arranging the provison of dl behaviord hedth
servicesin the continuum of care

* Loca or regiond collaboration exists between the mgor child-serving agencies
* Loca CSBswill be the responsible agencies for the adminigtration, funding, and care
coordination of the demondtration program

* One treatment plan for family that ensures collaborative service divery across al agencies

* The care coordinator is respongble to link the family to al necessary and appropriate
services related to behaviora hedth needs across agencies

* Parent involvement and leadership in the devel opment, decision-making, and evaduation
structures and processes

* The system must ddliver services to the parents, guardians, and primary caretakers of the
child, which are necessary to ensure that the behaviora hedlth care needs of the child are met

* Uniform eva uation measures determined by loca evauation coordinators who are
members of a Sate evauation team led by an independent contractor

* Evaluation money set asde; some goes to fund locd evduators, some to independent
contractor

» State and federal monies will be adlocated to the DMHMRSAS, which will pass through the
monies to the locd pilot project CSBs
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» Monieswill be blended and braided and used flexibly to meet the needs of children and
families

» Money saved annudly will be retained by the locdities to reinvest in additiond and
enhanced behaviora hedth services for children, youth and families

* A system of care reinforces starting in and trangitioning to least-redtrictive services

Criticd Elements

* Project structure must have one person reponsible for dl adminigtrative functions (finance,
UR evauation, personnd, contract management, etc.), one person responsible for dl clinica
functions (care coordination, service delivery, integration of services across agencies), and
one person responsible for evaluation

» Organizationad structure includes a parent advisory board whose leader is part of the
development and decision-making of the project

* Project will provide training and ongoing support to parent advisory board members to be
effective child advocates

* Parents/caretakers will receive reimbursement for participation in project activities

* The CSB isthe single organization/entity responsible for care coordination

» The CSB represents a codition of agencies

* Trestment planning decisons are made by licensed dlinicians

» Mugt indude al minimum services and should include one or more enhanced services

» Multi-year plan to develop and implement dl minima services

* Needs assessments for child and family

* Uniform family trestment plan developed and implemented by a multi-agency team chaired
by the clinica care coordinator

* No barriersfor disability

* Access for persons to include transportation, child care, language, outreach services

» Multi-year plan to develop one door or any door access

Funding
Severd different possible models were considered and reviewed. The proposed model isa

hybrid of the others, combining the best features of each. (See* Child Behaviora
Hedth/CSA Pilot Program/Conceptual Flow of Funding” on last page.)

Proposed Demonstration Project Description

* The DMHMRSAS will require that the local CSB designate that at least 25% of al new
Generd Fund and Block Grant Funding for behaviora health services will go to capacity
expangon of services for children and adolescents.

* The State CSA Office will forward the FY alocation to the local CSA Office.

* The State CSA Office will dso forward to the local CSA Office 75% of the projected FY
growth ratein that area.

* The locd growth rate funds must be used for early intervention services.

*» The State will retain 25% of the growth rate to use as a Risk Pool, and DMHMRSAS will
use the money as match to access additiona Federa funding.
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* The locd CSA Office will dlocate funding to the DSSfor regular foster care and
placements in Emergency Shelters up to 30 days

» Theloca CSA Office will dlocate funding to the LEA for classroom:based 1EP services
based on the highest number of children and the per child cost for these services over the
past two years.

» The DSS and LEA will be responsible for providing these services to a least the same
number of children at the specified case rate.

* The locd DSS and the LEA can not access additiona CSA funded services unless prior
FAPT approval has been secured; they will be required to use local money to cover the cost
of these services.

* The locd CSA Office will use the same formulato dlocate funding to the CSB to cover the
cost of the behaviora hedlth care services needed by CSA youth.

» The CSB will utilize licensed behaviora hedlth specidists to complete comprehensive
clinica evauations on dl assigned youth.

» The CSB will utilize the clinical assessments to authorize leest-restrictive services that have
been found to be effectively remediate the identified problems, and designate the projected
duration and cost of the services needed.

* The sarvices can not be accessed without the clinical authorization.

» The CSB, in collaboration with the CSA Office, will access emergency servicesfor youth.
FAPT approval must be secured within 14 days.

» The FAPT will g&ff all other cases, secure agpproved vendors based on the clinical
authorization, and coordinate other needed interagency and community services.

* Families and agencies (e.g., DJJ) can access FAPT directly to request services for children.

» To move the child to less costly/dlinicaly appropriate behaviora hedth dternatives as
quickly as possible, CSBswill provide ongoing Utilization Review to these children, and
will be responsible whenever possible for moving these children to more effective services,
with the approva of the CSA Office within specific time frames.

» The CSB will be responsible for covering the cost of CSA funded behaviord hedth
sarvices accessed by the CSB without CSA approval.

* The locdity will be able to apply to the State Risk Podl if:

- The number of children in foster care increase over the established target number by
3% or more, or
- The number of children in classroombased |EP services increase over the
established target number by 3% or more, or
- The number of CSA childrenreferred to the CSB for behaviorad health services
increase over the established target number by 3% or more, or
- Thedinicd severity levels of the children increase as reflected on a tandardized
ingrument measuring functiond levels, causing a corresponding increasein
associated costs (3% or more) from one FY to another.
*» The State will establish a Risk Pool Governance Board composed of persons familiar with
UR, dinicd serviceissues, fisca accounting, and economic forecagting.
* The locdity is responsible for covering cost overruns not due to the reasons listed above.
* The locd DSS, LEA and CSB will be dlowed to retain any savings redized over the FY to
reinvest in capacity building for children’s behaviora hedlth services.
* The local DSS, LEA and CSB are till responsible for providing services/expending funds for
al other Federal, State, and Local required services.
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* The project will take place over a 3-5 year time frame.

Evaluation

* Separate money set aside

» Each ste has evauation coordinator

* The DMHMRSAS will contract with an independent contractor for outcome evauation

* Locd evauation coordinators are members of the Sate evauation team, headed by an
independent eval uator

* The independent eva uator will assemble and andlyze data from al stes

* Before the RFP is released, dements of evaluation must be complete

* Program evauation data will be used to determine clinica and cogt- effectiveness

* The Evauation report will be directed to the Secretaries of Health and Human Services and
Education

Application

» Can be from a single agency representing codition/jurisdiction or acommunity or multi-
jurisdictional

* Includes Sgned letters of commitment and a Sgned memorandum of agreement that
specifies new roles and responsihilities relating to participation in the demondiration project

» Demondrates that gpplicants have a history of collaborating around developing integrated
sarvices for the target population

* Includes an organization chart

» Demondtrates needs for services

» Connects proposed services to demonstrated needs

* Outcomes are tied to identified needs

* Judges must sign the MOA

 Applicants will be encouraged to include a plan to create a separate 501(c)3 norprofit
organization to maximize their ability to access public and private funding to further
enhance the locd system of care

Unresolved | ssues

» What isthe optima state level structure that would best serve to meet the BH needs of
children and families? (epedidly, roles of CSA and DMHMRSAS)

» What should be therole of locd CSA (financid and dlinicd) in authorizing BH ~ services?

» State (DMHMRSAYS) role includes TA prior to application/data due

* Timdine

* Quadlity control re: emergency services

* How many days does FAPT have to approve or deny services or to suggest dternative
services?

» What code and regulatory variances are necessary to implement the pilots?

» Template for Memorandum of Agreement between agenciesin a codition

(See“Child Behaviord Heath/CSA Pilot Program/Conceptua Flow of Funding” on next page.)
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Child Behavioral Health/CSA Pilot Program/Conceptual Flow of Funding

Virginia
DMHMRSAS
Start > HB:alh{?]/é
New General Fund >
+ Block Grant $ l

Local

Behaviord Hedth
i3
L L urrent FY $
<
DSS LEA o 256 of dl new
BH.$toC
el ild
services
CSA $For CSA $ For CSA $For
- Regular F.C. - Standard/Regular Specia Ed. - All Community-based
behaviora hedltih
- Emergency - Classroom services
Shelter up to wrap-around - TFC
30 days services - TX Group Homes
- Residentia
- Acute Care
Out of home treatment
v v

must have CBA approval within 14 days

Services for Children/Families
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Appendix E

Mental Retar dation/Developmental Disabilities Subcommittee Report
Child and Adolescent Special PopulationsWorkgroup
Mary Ann Discenza and Barb Shue, Co-chairs

Members: Harry Gewanter, MD, Mary Cole, Cumberland Mountain CSB; Debra Holloway,
ARC of Virginia; Ledie Anderson, DMHMRSAS; Kimberly Shepherd, DMHMRSAS; Pam
Fitzgerald Cooper, DMHMRSAS; ChrisRuble, Whisper Ridge, Psychiatric Solutions, Inc,;
Mary Beth Shutte, Henrico Area CSB; Leigh Menditto, parent; and L ace Coleman,
Psychiatric Solutions, Inc.

| ssues:

What are the barriers that prohibit efficient use of services? These barriersexigt for al Virginians
however, children with specid hedth care needs and especialy those with cognitive and behaviord
problems serve as“ canariesin the ming’ (early warning system) to dert usto systemic issues within
our society and its system of care.

Continuum of servicesfor MR children is not available. School age children are particularly
impacted. Some children cannot live a home, attend public schools, and have their needs met.
What would it take to make a continuum of care?

Reform
Financid resources
Providers availability

Systems of care modd of service delivery
C3A intended as a system of care modd of service ddivery and has evolved into a
reimbursement system for services
Medica Home modd of care — American Academy of Pediaricians

Bureaucratic responses prohibit flexibility and creativity in problem solving and collaboration.
Sysem isfalure-based, criss-oriented gpproach to chronic illnesses with acute exacerbations.

Accountability, responghility, and funding of services are fragmented with implications that no one
is accountable.

No appropriate continuum of services with smaller increments and not movement toward the highest
level of care when community services don’t work.

The sysem is not family-centered and it is not community focused with the ability for funding
solutions that may in the long run be more cost- effective and successful than using traditiona
categorica medica and poaliticd mode for funding services. There needs to be an gppreciation of
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the impact of this on the parents and the siblings and services need to be provided for the whole
family. (Assstance based on medical diagnosis and political system that likes different cash boxes)

There are pardld systems of carefor “medicd” and “behaviord” problems. Each sysemis
insufficiently aware of the other and for this population (and in fact dl persons) these divisons are
artificia, duplicative and not appropriate for the needs of the children. Further, the knowledge,
energy and time for accessing these sysemsiis beyond the abilities of most familiesaswell asthe
professonds who serve them.

Access — I stheissue access to services or access to infor mation or both? Thefact that thereisa
lack of portability of insurance inhibits access or continuation of services for families.

Retention and staff turnover is a serious problem and is an access issue for families.

Single point of information may be easer to promote than single point of access.
Identifying an entity that knows about al resources for children and how to make it happen.

With cutbacks in funding, if the child is not Medicad digible, CSB doesn’'t provide services.
Difficult to negotiate what is available for families who are middle income, private providers don't
provide the same level of case management that CSBs provide. What would it take for parentsto
have easier access to services?

| ntegrating children with developmental disabilities into the appropriate service system.
Children with MR do nat fit into categories, the chalenge becomes figuring out how to fund services
for children without the type of disability becoming a potential barrier for accessing services.

Sysem isnot well defined so that families ability to access servicesis difficult.

Case managers are not familiar with Medicaid regulations and therefore cannot provide information
to families. Educating case managers to ensure that they provide correct information to familiesto
ensure appropriate access to services.

Services. Inorder to access funding for services, providers are required to look at the child's
diagnosis and not the child’s needs. |s a better way to ded with the issue using functiona
assessment? What does the child need? For example, reframing the issue as one of the child needing
socid skillstraining rather than stating a child has behaviord problems.

The quedtion dill remains, who should do it and how do you get the services? Diagnogtic labels do
not gpply to this population. It is necessary to come to agreement that a certain % of children have
gpecia hedth care needs (however we define that) and how are we going to meet the needs of these
children.

Wheatever services are necessary, what services does the child need, do we have the resources, and
how do we match these two entities up? Crucia to this concept is the need for a care coordinator,
what does this child need beyond the medical diagnos's, and how to access those resources.
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There are pardld systems of carefor “medicd” and “behaviord” problems. Each sysemis
insufficiently aware of the other and for this population (and in fact al persons) these divisors are
atificia, duplicative and not appropriate for the needs of the children. Further, the knowledge,
energy and time for accessing these sysemsiis beyond the abilities of most familiesaswell asthe
professonas who serve them.

Services need to be vaued. This concept emphasizes the importance of offering training for
enhancing skill level and competence of providers.

The system has to use resources most efficiently and not establish redundant systems that are not
efficient or effective. There needs to be amodel that looks at the needs of the child and vauesthe
child and the family and the providers and the services. For example, usng CSA legidative
concepts, how do we make this mode work, or look at the IFSP (plan of care) model, as
mechaniams for identifying family’ s resources, priorities, and needs to do service planning.

Another example is Care Coordination for Children with Specid Needs (Title V). This particular
mode offers care coordination through centers for children with specia needs. Nurse practitioners
work with families to assst them with accessing services.

System needs to learn from itsalf about what is successful in dealing with children’ sissues.
According to DMHMRSAS State Board Policy: “.... isthe policy of the Board that programs for
children/adolescents and their families be specidized and flexible and be ddivered by specidly
trained gaff...to meet the individua needs of the child and family, in both inditutiona and
community seitings”

In order to access some sarvices, families must relinquish custody to access services.

Services are not consigtent across the state and this becomes an access and availability issue for
families

Virginiadoes not have a D/D system. Do we think that parents know enough to contact the CSB for
services? Schools are not agood referra source for ensuring children with D/D receive necessary
services. Easer for achild with an MR to access services because MR sarvices are defined. D/D
services are not clearly defined or reedily available.

Accountability, reponghility, and funding of services are fragmented with implications that no one
is accountable.

Recommendations:

1. Reframethe needsof children in the context of a chronic illness paradigm to mitigate the
limitations of categorica digibility and services, based on age, diagnoss, €tc.

2. Research demondtrates that menta hedlth and mentd retardation issues are biologicaly based.
To congder the effects of chronic iliness on families and communities moves us toward a service
concept that 1ooks at the person and moves the system toward person-centered planning.

3. There needsto be sufficient funding as an incentive for providers to want to provide the needed
sarvices. Ensuring sufficient funding supports a core set of providers, sufficiently compensated
to ensure a system of care and a back-up system to anticipate crises, manage the crises,
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10.

11.

12.

supporting the primary caregivers. There needs to be recognition on the part of communities that
these providers must be valued.

The DMHMRSAS in cooperation with the State Executive Council recommends and supports
the development of aregiond state-developed resdentid program for children with menta
retardation and aggressive behaviors. The program would be devel oped in proximity to asae
training center with collaboreative support from the Commonweslth Center for Children and
Adolesents. This program would provide in-gate placements and services to children currently
sarved in other dates. The development of this regiond placement would require CSA funds
that are currently used for out-of- state placements.

To ensure families access to insurance and to support the concept of portability of insurance, the
Family Opportunity Act may serve as amodd to help address thisissue.

Care coordination is defined and someone is identified to provide care coordination

To support staff retention, offer competitive salaries and access to benefit packages to ensure
providers are available. The sub-committee recommends that the Commonwedlth provide
benefits directly or underwrite benefits for providers. It would be worth exploring to determine
if this recommendation is a viable dternative to support providers. A modd of support the Sate
has with some of it's Medicaid Waivers that dlows an individua-directed model of support and
utilizes afiscd agent with purpose paying saff hired by the individud, diminating need for
agency intermediary.

Improve and expand training to hedlth care professonas for children’sissues.

The best resource for services for children with MR should be the CSB. The challengeis how to
integrate children with developmentd disabilitiesinto the gppropriate service sysem. Most
schools do not understand the complex needs of childrenwith menta retardation; case
management from the CSBsis the most gppropriate system to serve children. The issue for the
CSB; multiple case managers within the CSB, MH case manager, MR case manager, take the
drength of the CSB and identify primary case manager to link the child to appropriate services
and to ensure needs of children are met.  1ssue comes back to person-centered planning and
access to any type of service achild with MR/DD would need.

The Commonwedth needs to actively promote EPSDT as a means for funding services for
children. There are questions about what is available under EPSDT. Do pediatricians know
about EPSDT? It isimportant to educate physicians about EPSDT. EPSDT is an untapped
source of funding for servicesfor children. What are the issues with accessing this resource?
For children not meeting Medicaid digibility to receive or other DSS and state supported
insurance programs, thereis little to no medical care coverage for children.

TitleV and Care Coordination- may provide another funding stream for services for children.
Need to re-frame as a chronic illness issue rather than trying to state it as a menta hedlth need or
issue. Principles used for dealing with any chronic illness gpply to this population.
Recommendations from the Juvenile Justice subcommittee were generic and could be gpplied to
children with specid needs. The challenge becomes figuring out how to fund services for
children in need without the specific disability becoming a potentid barrier for accessng
services.

Research demongtrates that mental hedlth and mentd retardation issues are biologically based. To
condder the effects of chronic illness on families and communities helps us move toward a service
concept that looks at the person and moves the system toward person-centered planning.
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Appendix F

GLOSSARY

Accessible Services®

Servicesthat are affordable, located nearby, and
open during evenings and weekends. Staff is
sengtive to and incorporates individua and
culturd vaues. Staff is dso sengitive to barriers
that may keep a person from getting help. For
example, an adolescent may be more willing to
attend a support group meeting in achurch or club
near home than to travel to a menta health center.
An accessible service can handle consumer
demands without placing people on along waiting
lis.

Appropriate Services®

Designed to meet the specific needs of each
individud child and family. For example, one
family may need day trestment, while another may
need home-based services. Appropriate services
for one child and family may not be appropriate
for another. Appropriate services usualy are
provided in the child's community.

Assessment >

Based on data from multiple sources
Comprehensve

Identify strengths, resources, needs
Leads to care planning

Best Practices®

Promisng — some positive outcomes
Effective — conggtently positive outcomes —
strongly implemented and eva uated

Mode — avalahility for dissemination —
technical assstance available from Program
Developers

Blended Funding °

Used to describe mechanisms that pool dollars
from multiple sources and make them
indistinguishable to produce greater strength,
efficiency and/or effectiveness of dollars spent.

Braided Funding ®

Used to describe mechanisms that pool dollars
from multiple sources, but the funding streams
remain visible to produce greater strength,

efficiency, and/or effectiveness of dollars spent.

Capitated Rates®

Reimbursement by insurance companiesto care
providersthat has predetermined amount (cap of
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dollars for rendered services).

Care Authorization ®

The structure for authorizing service and supports
provison, initidly and ongoing.

Care Coordination ®

Brokering services for an individud to ensure that
their needs are met and their services are not
duplicated by the organizationsinvolved in
providing care.

Care Monitoring and Review >

The gtructure for monitoring and reviewing
sarvices and supports provison at the individua
child and family levedl and & the population level.

Care Planning °

Individuaized decision making process for
determining services and supports

Draws on screening, assessment, and
evaudion data

Case M anagement °

A service that helps people arrange for appropriate
services and support. The case manager
coordinates mentd hedlth, socid work,

educationd, hedlth, vocationa, transportation,
advocacy, respite care, and recreational services as
needed. The case manager makes sure that the
changing needs of the child and family are met.
(This definition does not gpply to managed care)

Collaboration ®

A hdping relationship between a family member
and aprofessiona in areciproca relationship in
which the family and professond share power and
respongibility. The relationship is grounded in the
bdlief thet the family of a child with an emotiona
disorder can be aresource to the professiona and
viceversa

Community-Based Services®

The practice of having the focus of services as
well as management and decision-making
respongbility at the community leve.

Continuum of Care °

A term that implies a progresson of servicesthat a
child moves through usualy one service & atime.
More recently, it has come to mean comprehensive
SEViCes.

CrisisResidential Treatment Services®

Short-term, round-the-clock help provided in a
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nonhospital setting during crigs. For example,
when a child becomes aggressive and
uncontrollable despite in-home supports, a parent
can temporarily place the child inacriss
residentid trestment service. The purposes of this
care are to avoid inpatient hospitalization, help
dabilize the child, and determine the next
appropriate step.

Cultural and Linguistic Competence *

For Individud — the State of being capable of
functioning effectively in the context of

culturd differences.

For the Organization — a set of congruent
practice kills, attitudes, policiesand
Sructures, which come together in a system,
agency, or among professions and enable that
system, agency of those professionals to work
effectively in the context of culturd and
linguidtic differences.

Cultural Competence °

Help that is sengitive and responsive to culturd
differences. Caregivers aware of theimpact of
culture and possess skills to help provide services
that respond appropriately to a person’s unique
cultura differences, including race and ethnicity,
nationd origin, religion, age, gender, sexud
orientation, or physica disability. They aso adapt
their skillsto fit afamily’s vaues and cusoms.

Day Treatment °

Includes specid education, counsding, parent
training, vocaiond training, skill building, criss
intervention, and recreetiond therapy. It lasts at
least 4 hours aday. Day Trestment programs work
if conjunction with menta hedth, recregtion, and
education organizations may even be provided by
them.

Early Intervention °

A process used to recognize warning sgns for
mental hedlth problems and to take early action
agang factorsthat put individuads a risk. Early
intervention can help children get better in less
time and can prevent problems from becoming
worse.

Emergency and Crisis Services®

A group of sarvicesthat isavailable 24 hoursa
day, 7 days aweek, during amentd hedth
emergency. Examplesinclude telephone crisis
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hotlines, suicide hotlines, criss counsding, crigs
resdentid treatment services, criss outreach
teams, and crisis respite care.

EPSDT (Early and Periodic Screening,
Diagnosis, and Treatment) *

All digible children are entitled to periodic
screening services, including comprehensive
physicd examinations, and vison, dental and
hearing screens

All digible children are entitled to any
medicaly necessary service within the scope
of the Federal program that isto correct or
amdliorate defects, and physical and menta
illness and conditions, even if the gatein
whichthe child resides has not otherwise
elected to include that servicein its Sate
Medicad plan.

EPSDT “

Thisservice is Medicad' s comprehensive and
preventive child hedth program for individuas
under the age of 21. EPSDT was defined by law as
part of the Omnibus Budget Reconciliation Act of
1989 (OBRA 89) legidation and includes periodic
screening, vison, dentd, and hearing services. In
addition, section 1905(r)(5) of the Socia Security
Act (the Act) requires that any medicaly
necessary hedth care service listed at section
1905(a) of the Act be provided to an EPSDT
recipient even if the service is not available under
the State’s Medicaid plan to the rest of the
Medicad population.

Evaluation ®

Distipline-gpecific, e.g. neurological exam
Closer, more intensve study of a particular or
suspected clinica issue

Provides data to assessment process

Evidenced-Based Practices

Show evidence of effectiveness through carefully
controlled scientific udies, including random
clinicd trids.

Family Support Services®

Help designed to keep the family together, while
coping with mental hedlth problems that affect
them. These services may include consumer
information workshops, in-home supports, family
therapy, parenting training, crisis services, and
respite care.
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Family-Centered Services®

Help designed to meet the specific needs of each
individud child and family. Children and families
should not be expected to fit into services that do
not meet their needs.

Governance ®

Decison making at apolicy leve that has
legitimecy, authority, and accountability.

Home-Based Services®

Help provided in afamily’ s home ather for a
defined period of time or for aslong asit takesto
ded with amenta hedlth problem. Examples
include parent training, counsdling, and working
with family membersto identify, find, or provide
other necessary help. The god isto prevent the
child from being placed outside of the home.
(Alternate term: in-home supports)

| ndependent Living Services®

Support for ayoung person living on hisor her
own. These services include thergpeutic group
homes, supervised apartment living, and job
placement. Services teach youth how to handle
financid, medica, housing, trangportation, and
other daily living needs, aswdl as how to get
aong with others.

éndividualized Education Program (IEP)

A federdly mandated written individud plan of
services for dl children with disabilities who
qualify for specid educetion. It is developed
jointly by parents and school personnd.

Individualized Services®

Services designed to meet the unique needs of
eech child and family. Services are individudized
when the caregivers pay attention to the needs and
strengths, ages, and stages of development of the
child and individua family members.

| npatient Hospitalization °

Mental hedlth trestment provided in a hospita
setting 24 hours aday. Inpatient hospitalization
provides: (1) short-term trestment in cases where a
childisin crigs and possbly adanger to
him/hersdlf or others, and (2) diagnosis and
treatment when the patient cannot be evauated or
treated gppropriately in an outpatient setting.

Least Restrictive Environment °

An educationd, trestment or living Stuation thet
provides appropriate services or programsfor a
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child with disabilitieswhile imposing as few
limitations or congtraints as possible.

M andated for Services’

Thaose children/youth, who meset the rlevant
mandates for the provison of specia education

and foster care services and, prior to the enactment
of CSA, were served by the funds placed in the

poal.

Promising Approaches *

Show evidence of effectiveness through
experience of key stakeholders (e.g., families,
youth, providers, administrators).

Residential Treatment ©

Live-in facilities that provide treetment and care
for children with emotiond disorders who require
continuous medication and/or supervision or relief
from environmenta stresses.

*to include Therapeutic Foster Care (Specia
Populations Sub-committee)

Residential Treatment Centers °©

Facilitiesthat provide treatment 24 hours a day
and can usudly serve more than 12 young people
at atime. Children with serious emotiona
disturbances receive constant supervison and care.
Trestment may include individud, group, and
family thergpy; behavior therapy; specia

educetion; recreation therapy; and medical
sarvices. Resdentiad trestment is usudly more
long-term than inpatient hospitalization. Centers
are also known as thergpeutic group homes.

Respite Care °

A sarvice that provides a bresk for parents who
have a child with a serious emotiona disturbance,
Trained parents or counselors take care of the
child for abrief period of timeto families relief
from the strain of caring for the child. Thistype of
care can be provided in the home or in another
location. Some parents may need this help every
week.

Screening °

Firg step, triage, identify children at high risk, link
to appropriate assessments

System of Care ®

Incorporates a broad array of services and supports
that is organized into a coordinated network,
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integrates care planning and management across
multiple levels is culturdly and linguidicaly
competent, and builds meaningful partnerships
with families and youth a service ddivery,
management, and policy leves.

Systems Change ° M aking modifications in the way policy and
procedures are made or services are delivered
across multiple programs or agencies.

Transtion® The change from using children’s services to using
adult services, moving from one program to
another, garting or leaving school, or other

important life changes.

Wraparound Services® The coordination of ddivery of servicesto
children and their familiesthat isindividudly
tailored to each case with the god of keeping the
family together in the community and being
included in normdized school settings.

! Surgeon Generd

2 Centers for Medicare and Medicaid Services

3 Pires, S. (2002). Building Systems of Care: A Primer. Washington D. C.: Human Service

Collaborative.

* Adapted from Cross, T., Bazron, B., Dennis, K., & Isaacs, M. (1989). Towards a culturally
competent system of care Vol. 1, Nationd Technicad Assistance Center for Children’s Menta
Hedth, Georgetown University Child Development Center, Washington D. C. & NWICWA,
(1993).

5 Pires, S. (1995). Definition of governance. Washington D. C.: Human Service Collaborative.

® SAMHSA's Nationd Mental Hedlth Information Center

" Comprehensive Services Act For At-Risk Youth and Families Manual. Revised April 2003

8 Glossary of Children’s Menta Hedlth Terms: Research & Training Center on Family Support and
Children’s Mental Hedlth. Portland State University, Portland, Oregon.

% U. S. Department of Labor. Office of Disability Employment Policy.
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